Background. Occupation is central to occupational therapy. Although occupation is a universal experience, occupational therapists need to consider the risks and opportunities of exploring new roles and maintaining existing services. Purpose. I propose three questions to guide the optimal positioning of occupational therapy services. First, how proximal is occupation in the role? Second, how strong is the evidence to support occupational therapy in the role? Third, is the timing right for change? These questions are applied to the role of occupational therapy in primary health care. Key Issues. Occupation is proximal and the evidence is emerging to support an occupational therapy role in primary health care. Reforms make timing ideal. Implications. If we focus on the underlying principles of primary health care reform, the potential for an emerging role in primary health care is optimal. The same three questions can be used to transform and optimally position occupational therapy.
I n recent years, there have been significant transitions in occupational therapy practice, guided in large part by transitions in the way that we understand ourselves. We have come to view occupation as being pivotal to our work, and enabling occupation is what we do. While occupations may be the means or method of the therapy that we provide, occupation is always the primary focus of our workthe outcome of greatest interest.
Occupation as the Focus of Occupational Therapy: Historical Perspectives
Our roots are in occupation. In 2001, Occupational Therapy Now published a series of historical articles marking the 75th Anniversary of the Canadian Association of Occupational Therapists (CAOT), and from those articles, along with other historical reviews, the trajectory of occupation can be followed. The motto found on the cover of the first issue of the Canadian Journal of Occupational Therapy in 1933 indicated a focus on occupation as doing: "through mind and hands to health" (Friedland, Robinson, & Cardwell, 2001) . In the 1940s, Cockburn (2001a) maintained that "the cornerstone of occupational therapy continued to be the therapeutic use of occupation" (p. 15). In their review of the mental health roots of occupational therapy, Sedgwick, Cockburn, and Trentham (2007) noted that same original focus on occupation as a means to health. They provided insight into what they described as "conceptual confusion" that has carried into current debates regarding occupation as means versus occupation as ends. They note that "there does seem to be tension between the guided use of occupation for therapeutic aims versus the reestablishment of meaningful and productive pursuits" (Sedgwick et al., 2007, p. 413) . By the 1970s, the medical model was dominant in occupational therapy practice (Cockburn, 2001b) , and less attention was given to occupation in general. However, in the 1980s, change was apparent. Trentham (2001) noted that there was a return to emphasis on "a holistic, mind-body-spirit perspective guided by the central organizing concepts of occupation and client-centred practice" (p. 3) embodied in the guidelines for client-centred practice (see Department of National Health and Welfare & CAOT, 1983) . Trentham noted that the guidelines documents contained the foundations for the Canadian Model of Occupational Performance. He also described Gary Kielhofner's 1985 CAOT Conference keynote address, which focused in part on a need for a unifying concept of occupation. The focus on occupation continued with the publication of Enabling Occupation in the 1990s (CAOT, 1997) , followed later by the Enabling II document (Townsend & Polatajko, 2007) .
The move to refocusing on occupation has not been purely a Canadian phenomenon. Occupational science has emerged as an international force with its own focus on occupation. While their field is distinct from occupational therapy, occupational scientists have viewed their work as foundational to understandings of occupation that contribute to occupational therapy (Yerxa, 1993) . Occupational science has encouraged and embraced the rigorous study of occupations. In the inaugural issue of the Journal of Occupational Science, Yerxa (1993) stated that occupational science "is not constrained in its development by preconceptions of how its knowledge will be applied in occupational therapy clinical practice" (p. 5). In her article, she describes the potential contributions that occupational science may make to the development of occupational therapy. However, there is also an implication that occupational science could make contributions outside of the realm of the work of occupational therapists. Similarly, occupational therapy developments do not rely on occupational science. Through the ongoing development of occupational science and explorations of models within occupational therapy, we have come to understand that occupation is everywhere. But, just because occupation is a universal experience, does that necessarily imply that occupational therapists have a role with all occupations and all people?
Can Occupational Therapy be All Things to All People?
Occupational therapists seem continually to be considering new and emerging roles; we continue to explore how we might be of service to a broader swath of the population. The 2011 CAOT conference abstracts suggest a number of new roles or work settings for occupational therapists, including oncology rehabilitation, emergency department, early childhood transitions, self-management, outpatient cardiac rehabilitation, and poverty reduction. But how often do we pause to consider the risks and opportunities associated with expanding our work in new ways? There are undoubtedly risks associated with taking on new roles. These might include perceptions by our colleagues that we are attempting to infringe upon roles that legitimately belong to other health professionals. For example, how do we distinguish our role from that of speech and language pathologists in addressing feeding and swallowing issues? Are the roles and activities of occupational therapists and physical therapists distinguishable in stroke rehabilitation? We could also be perceived within our own ranks as stepping into territory that is the role of another occupational therapist working through another system or site. For example, is a pre-discharge home assessment by the rehabilitation or acute care occupational therapist an overlap of roles with an occupational therapist in home care? In addition, we could be perceived as using limited resources unwisely or spreading ourselves too thin. If we gravitate to roles that are more desirable or well-funded, do we risk leaving behind segments of the population that are more vulnerable, marginalized, or benefit most from our services? In a survey of occupational therapists in the United States, Holmes and Scaffa (2009) identified challenges of emerging practice for the profession as funding, scope of practice issues, regulatory issues, the need for ongoing research, and student supervision.
On the other hand, there are potential risks associated with not taking on new roles. If we only do what we have always done, how will we explore new possibilities? What if a new role provides an opportunity to prevent occupational issues from arising, thus saving the client and the system significant burden once the issue has appeared? Perhaps new roles can provide more appropriate use of occupational therapy resources. Potential rewards of emerging practice may include increased understanding of the profession by others and opportunities for new development, providing services to meet underserved or unserved clients, improving clients' quality of life, and acting as change agents in communities and for specific populations (Holmes & Scaffa, 2009) . Given significant uncertainty and potential conflict associated with the exploration of new roles, how do we determine if the risks associated with new roles are worth it? At the same time, should we reconsider some of our traditional roles to determine if we are using our skills and knowledge optimally in those capacities?
Positioning Occupational
Therapy Optimally I propose that we use three questions to guide us in thinking about whether a current or emerging role is optimally positioning occupational therapy services.
How Proximal is Occupation in the Role?
There is variation in the degree to which meaningful occupations are proximal to the therapy as it is occurring. What I mean by proximity is how close to the occupation that is the outcome of interest is the work that is being done with the client? For example, in an intensive care unit (ICU), when such basic preconditions for health as breathing, circulation, and basic cognition are the top priorities, the occupations of work, leisure, and self-care are relatively distant from the priorities of the patient, family, and other team members. Occupational therapists might work in an ICU to focus on positioning so that occupations are enabled once the patient is stable, but occupations are not a direct result of the actions of the therapist. In contrast, when working in a mental health clinic offering early intervention for people with psychosis, an occupational therapist might use supported employment models to address the occupation of paid work. In that situation, the work of the occupational therapist in collaboration with the client is proximal to the occupation of paid employment. The notion of proximity may be related to whether occupation can reasonably be used as the "means" of working with clients. When there are opportunities to practice the actual occupations that the client wants to achieve, then the occupation is more proximal. But that is not to say that engaging clients in occupations as the means of therapy is the optimal, or only, way to offer occupational therapy services. We can make important contributions to occupation through other intervention strategies. Assessing a bathroom and making recommendations for modifications can be proximal to the occupations of bathing and toileting. Working on balance and getting up from a chair with a client who has had a stroke can be important steps along the road to independent dressing or community participation. Fabricating a splint to improve range of motion in a hand may enable the client to engage in work, leisure, and self-care occupations that would otherwise need to be adapted or replaced. Remediation and compensation using occupation and other activities as means are valid approaches to enabling occupation as the goal. However, when we are engaged in therapy that does not have occupation as the means, we need to ensure that we and our clients know and understand why we and they are doing what we are doing, that is, towards what occupational goal we are working. This notion was supported by Polatajko (2001) , who noted that "the end goal of occupational enablement is always given primacy" (p. 207).
I see there being a continuum along which we can consider occupational therapy services and the proximity of those services to occupation. It is not a yes/no phenomenon. In considering how to position occupational therapy optimally, occupations would ideally be proximal to the occupational therapy role. One of the challenges in this assessment is, as far as I know, that we don't have a way to measure the proximity of occupational therapy services to occupation. In their workbook on occupation, Egan, Green, and Gaudet-Amigo (2003) compiled seven criteria that encouraged readers to consider the degree to which activities in occupational therapy could be considered therapeutic occupation (see Figure 1 ). In large part, their work is representative of the type of foundation for measurement I am proposing to assess the proximity of occupation.
Of the seven criteria compiled by Egan et al. (2003) , the one that may need further attention has remediation and occupational performance at opposite ends of the same continuum. Is it always the case that remediation of performance components is incongruent with occupational performance? Perhaps what is meant here is the outcome that is the focus of the intervention (Fisher, 1998) . If the success of the intervention is grounded in the performance component itself, then it is not proximal to occupation. For example, gaining 35 degrees of active metacarpal-phalageal (MCP) extension cannot be the goal. Typing an e-mail might be the occupational goal, with the increased MCP extension being one of the strategies to reach the goal. In that way, the continuum from remediation to occupational performance seems reasonable.
The benefit of a set of continua such as this is that no single criterion makes all the difference. For example, it is possible to have responses closer to the less therapeutic side of one or two continua while the majority of criteria are in the more therapeutic position. Perhaps the therapy involves exercise in an artificial context, both positioned as being less therapeutic. However, therapeutic value could be improved by having the client involved and articulating the purpose and meaning of the activity in occupational terms so both the client and therapist see the therapy as being congruent with the client's goals.
How Strong is the Evidence to Support Occupational Therapy in the Role?
A second factor to consider in optimally positioning occupational therapy is the strength of the evidence that supports the role of occupational therapy. Occupational therapy has certainly accepted the importance of research evidence to support our work, and there are numerous resources to help occupational therapists search, appraise, and apply research (Law & MacDermid, 2008; Taylor, 2007) .
In considering our roles as occupational therapists then, it is pivotal to understand the state of the evidence in relation to that role. However, I think we need to be clear that we are not looking for evidence about the effectiveness of occupational therapy as a whole. We wouldn't ask, is surgery effective? Why would we ask, is occupational therapy effective? I believe we need to examine the validity of assessments and the effectiveness of interventions for specific populations in particular settings. Pivotal to the evidence related to the effectiveness of our interventions is the outcome that is measured; in light of the need to have occupation proximal to the assessment and intervention, effectiveness should be considered in light of occupational outcomes.
Research evidence is built over time, and we might consider it as fitting along a continuum from weak to strong evidence. We can draw on a variety of types and designs of research to contribute to our understandings of the roles occupational therapists undertake. Research might not always be directly applied to the clinical application either. Rather, research can be used to inform theory or clinical practice models, which in turn influence clinical practice (Cooper & Saarinen-Rahikka, 1986) .
Theory in itself can form an important bridge between research and practice. Theory can be not only an important guide to interpret research and apply it, but can also guide our thinking about our emerging and existing roles. Finlayson (2007) described it in this way:
Theory and its application define us as a discipline, separating us from other professions who may, on the surface, appear to perform similar functions. Theory defines and sets parameters on the way we think, what we focus on, and how we interpret what we see (p. 291). Thus, theory can also be a source of evidence that, both independently and in conjunction with research, can inform our thinking about our positioning.
However, evidence-based practice (EBP) is more than the search, appraisal, and application of research evidence.
EBP can be considered to be a combination of informa-tion from what we know from research, what we have learned from clinical wisdom, and what we learned from information from the client and their family. This combination of information enables us to work together with clients and families to make the best use of knowledge (Law, Pollock, & Stewart, 2004, p. 14) .
Along with research and theory as evidence, how do clinical wisdom and client and family input contribute to our understandings of occupational therapy roles? In situations in which we are evaluating the contributions of occupational therapy in existing roles, it may be possible to draw on both clinician and client and family perspectives to gain insights into our contributions. For emerging roles, it may be necessary to understand the population being served and conduct needs assessments to explore how occupational therapy can address needs in the context of occupation.
I am not advocating here for particular research models or methods; I see value in both quantitative and qualitative approaches to research. I see the integration of clinical wisdom and client and family perspectives as the "art" of evidencebased practice. What I believe matters in the context of positioning occupational therapy optimally is that we consider the strength of the evidence related to our contributions. In situa-tions in which the evidence is weak or minimal, we need to rise to the challenge of generating evidence.
Is the Timing Right for Change?
In working to position occupational therapy optimally, it is important to consider the context in which those services are or could be offered. Timing is a key factor in that context. In her Muriel Driver Memorial Lecture, Fearing (2001) emphasized the importance of context in considering change. She presented ideas related to personal, professional, and institutional factors as key elements of context.
When thinking about emerging roles, contextual questions of relevance might include the following: Are there funding opportunities available for the services? Is there an unmet need identified that occupational therapy could address? Is there political will to support such an emerging role? Are there human resources available? In re-examining existing roles, timing is also important. For example, occupational therapists in Ontario have faced numerous challenges in relation to the automobile insurance industry. While the changes were not initiated by us, such changes provide opportunities (whether we want them or not) to examine what we are doing and to draw on the strength of the evidence to argue for either a maintained or modified role that will meet the occupational needs of our clients.
While I think it is important for us to be continually alert to contextual influences and opportunities, we also need to consider our readiness to engage in the changing context. We need to ask ourselves if we are prepared to give up some of the roles or ways of working in which we have comfort but which might not be the best use of our resources. We also need to ensure that we are prepared to launch into the provision of new services or roles as opportunities arise. We can ask ourselves such questions as these: Do we have the capacity within ourselves as individuals and our profession to be positioned in evolving or new roles? Have educational programs adequately prepared our occupational therapy graduates to take on new roles while giving them comfort to work in (and perhaps challenge) existing ones?
In relation to timing, there may also be a need to persevere. We don't always have to wait for opportunities to arise externally, but we may have to be prepared to persist in making our case for an occupational therapy role with evidence to support the case we are making. As Fearing (2001) noted, change does not always occur incrementally. It may be important to persist in efforts to address all three of these questions so that when opportunities arise, we are ready to seize them.
Should Occupational Therapy Position itself for a Role in Primary Health Care?
In this final section of my lecture, I reconsider the three questions I proposed at the outset in light of a setting in which occupational therapists have been positioning themselves for some time, that of primary health care. I have chosen primary health care because of my own interest in the area, and because it represents to me an example of an emerging role that is prime for us to consider whether and how we can position ourselves optimally for roles in that context. The World Health Organization (1978) defined primary health care as: the first level of contact of individuals, the family and community with the national health system bringing health care as close as possible to where people live and work, and constitutes the first element of a continuing health care process (p. 2). In 2006, CAOT published a position statement on occupational therapy in primary health care, emphasizing the roles that occupational therapists can play in primary health care and advocating for improved access to occupational therapy services in primary health care. Yet, 2002 CAOT membership data were used to demonstrate that 87% of occupational therapists already work in some aspect of primary health care (Klaimen, 2004) . If almost 90% of CAOT members now provide primary health care services, how is it that working in primary health care is an emerging role and why is there a need to position ourselves in primary health care? Part of the challenge here may be semantics, making the distinction between primary health care, which includes the breadth of services to address health and its determinants, and primary care, which is a subset of services within primary health care offered mainly by family physicians. I am working from a position that primary health care reform in Canada is working to transform a system of primary care (primarily family physician services) into a primary health care system that includes interprofessional teams that are designed to more efficiently meet the medical and broader health needs of the population. It is at that point of transformation that occupational therapy services are not currently well positioned, and it is at that point of transformation that I will be focusing my attention in considering the three questions. Figure 2 provides a visual representation of the area of overlap between primary health care and primary care; as primary health care is reformed to incorporate interprofessional initiatives and efforts to address the broad health needs of the population, the overlap between primary care and primary health care increases. It is this area of intersection that is the focus of my interest.
How Proximal is Occupation in Primary Health Care?
It is challenging to analyse clearly the proximity of occupation in a role that is still emerging. Nonetheless, there are a number of resources to support our initial understanding of the possible roles of occupational therapy in primary health care settings as they are transforming. McColl and Dickenson (2009) list 34 possible activities or roles for occupational therapists in primary health care; these include a variety of assessment roles (disability tax credits, assisted public transit), support for caregivers, mental health support and counselling, self-management monitoring and support, home assessment for safety, developmental screening. In a study exploring the role of rehabilitation in primary health care with adults with chronic illnesses, just under 74% of the occupational therapist's direct time with clients enrolled in the intervention group included individual assessment, group self-management, activity and wellness group (which was based on the Lifestyle Redesign intervention (Mandel, Jackson, Zemke, Nelson, & Clark, 1999) ), psycho-social interventions, and equipment advice (Richardson, Letts, Chan, Stratford, et al., 2010) . Leclair et al. (2005) propose a number of roles for occupational therapists in primary health care, including seniors' health promotion and chronic disease management, injury prevention and return to work interventions, assistive technology interventions, and rural health promotion. In its work to position occupational therapists to work in Family Health Teams, the Ontario Society of Occupational Therapists (OSOT) presented 12 case vignettes to demonstrate a variety of roles for occupational therapists, including managing risks for falls, chronic illnesses, chronic pain, early cognitive impairment, assessing people for disability supports, developmental screening of children, and performance in school and employment roles.
Common roles for occupational therapists in primary health care settings seem to focus on addressing the health needs of people with chronic illnesses and disabilities. There is good reason for that. In Canada, one in three adults report having at least one of seven high-impact, high-prevalence chronic conditions; over two thirds of the total deaths result from cardiovascular disease, diabetes, cancer, and respiratory illness while 77% of persons 65 years and older have at least one chronic condition (Health Council of . One third of primary care resources are devoted to the 6% of patients who have multiple chronic conditions (McColl & Dickenson, 2009) .
It is also important to recognize the potential value of occupational therapy in primary prevention. In 2005, the World Health Organization called for more attention and effort to primary prevention of chronic diseases. With a focus on occupation as a primary aspect of health and wellness, occupational therapists have the potential to demonstrate a role in prevention of disease and disability as well as health promotion. Roles in health promotion, disability postponement, prevention, health promotion, and population health have been discussed in occupational therapy for close to two decades (Finlayson & Edwards, 1997; Letts, Fraser, Finlayson, & Walls, 1993; Reitz, 1992) . Conceptually, these roles fit well within the realm of primary health care, and there is tremendous potential to draw on previous projects and experiences to incorporate disease and disability prevention, disability postponement, and health promotion into the work of occupational therapists in primary health care.
A case can certainly be put forward that occupation is or will be proximal to any occupational therapy interventions in primary health care. For example, one definition of chronic disease self-management incorporates role management, emotional management, and medical management (Lorig & Holman, 2003) , the first two of which certainly incorporate occupation. Health promotion has community participation as a key tenet, and an occupational therapy perspective of community participation would undoubtedly incorporate occupation within that (Thibeault & Hébert, 1997) .
Primary health care is rooted in the community, and while acute conditions need to be treated, the focus of occupational therapy in primary health care can almost certainly be occupational in its outcomes, and occupation will frequently be the means through which occupational outcomes are achieved. Thus, I feel confident in concluding that occupation will be proximal in occupational therapy roles in primary health care.
How Strong is the Evidence to Support Occupational Therapy in Primary Health Care?
What evidence can we examine to help us identify the effectiveness of our interventions in primary care? As health care reforms have been initiated, research to explore the role and contributions of occupational therapy and other rehabilitation professions in primary health care contexts has emerged. McColl, Shortt, et al. (2009) conducted a scoping review that identified six models of integrating rehabilitation into primary health care and proposed a number of themes related to such integration. Richardson, Letts, Chan, Stratford, et al. (2010) reported the results of a randomized controlled trial designed to evaluate the effectiveness of a rehabilitation (physiotherapy and occupational therapy) multicomponent intervention for adults with chronic illnesses in a primary health care setting. They found a significant reduction in planned hospital days and increased satisfaction with rehabilitation services, but no difference in self-rated health or other functional outcomes. Another study by the same principal investigators used a before-after design with case-matched controls to explore a population-based rehabilitation intervention with a focus on rehabilitation self-management and monitoring physical functioning along with organizational capacity building. They found a significant difference between the groups at the end of the study on self-reported physical activity as well as significant differences in strength and self-efficacy for chronic disease (Richardson, Letts, Chan, Wojkowski, et al., 2010) . These initial findings appear promising but, combined, do not represent strong evidence for the role of occupational therapy in primary health care.
Many of the roles that occupational therapists could play in primary health care have moderate or strong evidence supporting their effectiveness based on research conducted in other settings. In both Manitoba and Ontario, initial efforts have gone into compiling research results that can contribute to our understandings of the various occupational therapy interventions that could be offered in primary health care (Leclair et al., 2005; OSOT, 2011) . Because the roles will emerge in primary health care in part based on the needs of the people being served, it would be impossible to cite all of the possible research evidence that could be drawn upon to demonstrate effectiveness. However, it will be important to compile relevant research studies to make the case for specific interventions that are implemented in primary health care settings.
Even by drawing on existing research evidence, it is likely that significant gaps will be identified in the evidence. For example, in chronic disease, there is a need for research to articulate the occupational therapy role in chronic disease management, and also to target research within primary care and community health contexts (Hand, Letts, & Von Zweck, 2011) . Undoubtedly, as the role of occupational therapy in various primary health care settings continues to emerge and solidify, further research directions will be identified. In the meantime, the evidence appears strong enough to justify further efforts to position occupational therapy in primary health care, while continuing to push for strengthened evidence.
Is the Timing Right for Occupational Therapy in Primary Health Care?
Primary health care has been undergoing reform and renewal in recent years, creating opportunities for occupational therapy to position itself within primary health care. In a review of eight provincial and national government reports on health reform, Fooks and Lewis (2002) noted that every report included recommendations for primary care reform, and seven of eight called for more emphasis on population health. Fooks (2004) identified five common elements to primary health care reforms being undertaken by provincial governments across Canada: multi-disciplinary service delivery; rostered patients; continuous access (24/7) to service; increased emphasis on health promotion, prevention, and chronic disease management; and mixed funding formulas. After First Ministers met in 2000 and again in 2003, the Primary Health Care Transition Fund was created, which provided support from 2000 to 2006 for national, provincial, and other initiatives to support new approaches to primary health care delivery .
Through CAOT, Canadian occupational therapists participated in two national initiatives that were funded by the Primary Health Care Transition Fund. One, titled "Enhancing Interdisciplinary Collaboration in Primary Health Care (EICP), " concluded that interdisciplinary teams need to be sustained to address Canada's health care challenges. The project resulted in a set of principles and a framework to guide the development of models of interprofessional service delivery in primary health care (EICP, 2006) . The other project was called the Canadian Collaborative Mental Health Initiative (CCMHI). This project was successful in formulating a charter committing each of the 12 participating organizations to ongoing leadership and collaboration in providing high-quality mental health services (both in primary health care and specialized mental health care) (CCMHI, 2006) .
Despite what might be considered some gains through these and other initiatives of the Primary Health Care Transition Fund, it does not appear that primary health care reform has resulted in significant new roles or positions for occupational therapists in primary health care settings in Canada. From 2006 to 2010, membership data of CAOT indicates that only 2% of members identify primary health care as their primary practice setting.
In Ontario, the province with which I am most familiar, the launch of Family Health Teams has been the main vehicle of primary health care reform in the province. Family Health Teams are interdisciplinary teams that provide primary health care services to rostered patient populations. Since 2005, 200 Family Health Teams have been created. Although occupational therapists were included as potential members of Family Health Teams within all documentation about the teams, the initial waves of teams did not include funding for occupational therapy positions. In 2009, a study report by McColl, Aiken, et al. (2009) explored why there were at that time no rehabilitation professionals in any Family Health Teams, which seemed unexpected since the teams were meant to focus on chronic disease management, health promotion, and disease prevention. They explored and challenged the main argument of the Ministry of Health and Long Term Care, which suggested that rehabilitation services could not be integrated into Family Health Teams because of a prior decision of the Ministry to delist physiotherapy and chiropractic service funding through the Ontario Health Insurance Plan. Rehabilitation professionals articulated a natural link between their goals and those of primary health care reform through Family Health Teams. In the end, their report included a series of recommendations for both rehabilitation professionals and the Ministry to try to achieve better mutual understandings. This included focusing on the Ministry's priorities for primary health care reform. Despite my earlier focus on occupational outcomes, their recommendation leads me to consider a need to move beyond occupational outcomes: to describe to funders, primary care providers and communities how desired occupational outcomes will result in system or population health changes.
Some small gains have been made in Ontario. In March 2010, Mary Fleming of the Ministry of Health and Long Term Care communicated the news to Family Health Teams that occupational therapists had been added to the approved list of interdisciplinary health providers. Teams were invited to apply to include occupational therapists as members of the team for the 2010-2011 budget year. Although Ontario occupational therapists were optimistic that this initiative would result in an integrated role for occupational therapy in primary health care, the first year did not see a groundswell of change. Information about the number of applications that included occupational therapy was not readily forthcoming; no more than three occupational therapy positions were established.
What we can conclude about the Ontario situation is that there has been some movement in policy to enable the creation of these positions. While change is not occurring rapidly, it does seem to be moving in the desired direction. Further, occupational therapists seem well prepared to take on the challenges of integrating their services into primary health care. The work of the Ontario Society of Occupational Therapists to illustrate roles and work with Family Health Teams as they consider applying for occupational therapy positions has been important as a first step. We need to continue to be prepared to challenge one another to ensure that we are not constraining occupational therapy in primary health care. For example, it is quite likely that occupational therapists in primary health care will conduct home visits. While therapists in the home care sector may feel concerned about role overlap, we need to be prepared to focus on serving the needs of the populations rostered by the teams with which we work, and that may mean that patients seen by a Family Health Team that includes an occupational therapist will not be referred to occupational therapy home care services. In line with a need for consistent, accessible, interdisciplinary, 24/7 primary health care services, this is how primary health care that includes occupational therapy should be organized.
While it may seem discouraging, I would argue that there is tremendous potential for occupational therapists across Canada to continue to advocate for positions in primary health care. What we may need is continued persistence in making our case within our own profession, to our rehabilitation colleagues, to primary health care providers and to the governments that fund our services. Occupation is proximal in such a role; the evidence is emerging; if we focus on the underlying principles and premises of primary health care reform, the timing for an emerging role in primary health care is optimal.
Conclusion I want to conclude by revisiting my original focus on optimally positioning occupational therapy; primary health care is but one example for consideration. As occupational therapists, our roots are in occupation. However, just because occupation is everywhere, it does not mean that occupational therapists should be everywhere. We cannot be all things to all people. Our challenge is to consider how we as therapists can best meet the needs of the individuals, communities and populations we serve. It is my hope that the three questions I have posed will provide a starting point for us to consider current and emerging occupational therapy roles. First, how proximal is occupation in the role? Second, how strong is the evidence to support occupational therapy in the role? Third, is the timing right for change? I believe that the time is now for us to focus on positioning occupational therapy optimally, and I look forward to being a part of that transformation.
